69→64%, p=0.013), but not in AS (77→78%) or PSA (77→73%). In patients employed for pay both at baseline and after 12 months, all WPAI-SHP scores improved significantly over one year of anti-TNF therapy ( Rheumatology, Hospital Gral San Jorge, Huesca; 12 Rheumatology, HU Parc Taulí, Sabadell;  13 Rheumatology, Hospital Clinic, Barcelona; 14 Rheumatology, HU Puerta de Hierro, Majadahonda; 15 Rheumatology, HU Canarias, Sta Cruz Tenerife, Spain Background: Dose tapering of biological therapies (BT) in patients with rheumatoid arthritis (RA) or spondyloarthritis (SpA) is frequent in Spain. However, there is variability in BT optimization (BTO). So, Spanish Society of Rheumatology published in 2015 recommendations on how to optimize BT (1). Nevertheless, there is no solid evidence on which patient profiles BTO is appropriated. Objectives: To develop appropriateness criteria for BTO in patients with RA, axial SpA (axSpA) or peripheral SpA (pSpA) Methods: The RAND/UCLA appropriateness method was used. Five rheumatologists experienced in RA and/or SpA clinical research selected and defined the variables considered relevant when deciding reduction of BT in order to define patient profiles. Ten BT experienced rheumatologists anonymously rated 1 (completely inappropriate) to 9 (completely appropriate) each profile after reading evidence synthesis. Then, in a meeting, classification variables and profiles with disagreement were revised and all profiles were scored again. Profiles with a median score >6 were considered appropriate, those with a median score <3.5 were considered inappropriate and the remaining uncertain. In addition, a study of the prevalence of these profiles was performed in 9 Spanish hospitals. Results: Combining the options of variables 2,304 different profiles were obtained for RA, 768 for axSpA, and 3,072 for pSpA. 327 (14.2%) profiles in RA, 80 (10.4%) in axSpA, and 154 (5%) in pSpA were considered appropriate for BT dose reduction. By contrast, 749 (53.3%) profiles in RA, 270 (54.4%) in axSpA, and 1243 (54.5%) in pSpA were considered inappropriate. The remaining profiles were considered uncertain. In the preliminary study to determine profiles prevalence, we collected information from 242 RA, 171 axSpA and 172 pSpA patients that underwent BTO. We found that BTO was performed appropriately in 23% RA, 67% axSpA and 61% pSpA patients. BTO was indicated in uncertain profiles in 67% RA, 23% axSpA and 37% pSpA patients. Only in RA we detected BT dose reduction in patient profiles considered inappropriate (2%).
Conclusions: Appropriateness criteria for BT dose reduction in three inflammatory conditions were developed and the preliminary prevalence study suggests that BTO was wiselly applied. However, further research in this field is needed to determine the real prevalence of clinical profiles of patients undergoing BTO in daily clinical practice and validate these criteria in real life. Background: The introduction of biosimilars has been linked with concerns regarding how to best monitor their similarity vs. the originator product using real world data. Methods: Data from the Swedish Rheumatology Quality register (SRQ) was used to identify all patients with rheumatoid arthritis (RA), ankylosing spondylitis (AS), psoriatric arthritis (PsA), and other spondyloarthropathy (SpA), who started a treatment with infliximab (originator Remicade or biosimilars Remsima or Inflectra) between 1st Mar 2015 and 30th Sept 2016 or with etanercept (originator Enbrel or biosimilar Benepali) between 1st April 2016 and 30th Sept 2016. Results: During the study period, a total of 1833 patients started an infliximab treatment and 1793 started etanercept. These patients were either bDMARDnaïve (patients without a history of any biological treatment), non-medical switchers (patients who switched from the originator product), or patients who had a history of a previous (but not the same) bDMARD (Table 1) . These three groups were not evenly distributed across originators or biosimilars, and had different baseline demographic and disease characteristics. The uptake in terms of treatment starts was faster for Benepali (it covered more than 90% of this part of the etanercept market after only 3 months) as compared to Remsima and Inflectra (together they accounted for 88% of this section of the infliximab market after 10 months). The uptake of biosimilars in terms of proportion of all patient on treatment was, at the end of September 2016, 27% of all infliximab (after 18 months of marketing) and 16% of etanercept (after 5 months since marketing). In contrast to the bio-naïve group and those with a history of a previous (but not the same biologic), there was no readily available comparator group for the non-medical switcher group. To this end, we assessed three tentative definitions for a comparator; i) a historical comparison, i.e., same patients 18 months before the switch, ii) an individually matched sample of those patients still on originator treatment at the time of the switch, and iii) the total cohort of those who had not switched.
Conclusions: "Uptake" of biosimilars can be expressed both as proportion of all new starts and as proportion of ongoing treatments. Assessments of uptake, and any comparison between biosimilars and their originators, need to be based on line of therapy in order to avoid mixing up effects of channeling with true differences between originator and similar. For the same reason, any originator comparator for non-medical switchers needs to be reflective of those patients who stood the same chances of switching, but did not switch. Background: Evidence suggests that treatment of people at risk of rheumatoid arthritis (RA) with anti-rheumatic drugs could prevent the onset of disease, and there are ongoing randomized controlled trials on the efficacy of preventing RA. However even if these trials are successful, there will be uncertainty around the potential benefits of these programs in practice; namely, the ability to predict those at risk of RA, exact benefits and risks, and inconvenience of treatment. Objectives: To determine the features of a preventative treatment program that are likely to be acceptable to pre-symptomatic people at high risk of RA. Our focus is on preferences for treatment, the values and most important attributes of a preventative treatment program, and the likely uptake of preventative treatment. In this pilot study we sought general population preferences. Methods: A discrete choice experiment was administered to a US general population sample, asking participants to choose between sets of 2 hypothetical preventative RA treatments, then between their preferred treatment and "no treatment for now". The treatment (risk of developing RA, how treatment is taken, chance of side effects, certainty in estimates, health care provider's opinion) and test attributes (chance test is wrong, who recommends treatment) were identified in focus groups with RA patients, first-degree relatives of RA patients and rheumatologists. An efficient experimental design was developed using SAS and included 2 consistency checks. Responses were analyzed using a conditional logit regression model to estimate the significance and relative importance of attributes in influencing preferences. Results: 201 respondents completed the survey. The majority of the sample was 25-54 years old (modal age category: 30-39 years (38%)) and 50% were female. 23 members (11%) reported having a physician diagnosis of RA, and 91 (45%) had a family member or close friend with RA. All attributes' levels significantly influenced treatment preferences, but risk reduction, how treatment is taken, and health care provider preference were most influential. Respondents were most willing to trade a reduction in risk of RA for a treatment preferred by their health care professional and an oral route of administration. Respondents had a similar strength of preference for reducing uncertainty in evidence and reducing the risk of side effects. The preferred preventative treatment was chosen over no treatment in 67% of choices. Conclusions: Our survey suggests that people value the potential benefits of treatments, but equally values how the treatment is taken and the preference of their health care provider. The degree of confidence in the estimates of a treatment's risks and benefits is as important to people as the risk of side effects. The uptake of a preventative strategy will depend on these key factors. This evidence will help policymakers understand whether different preventative treatment strategies are likely to be acceptable to people they are offered to.
